The diagnosis of clinical material in its early and highly uncertain stages is difficult, and prognosis is practically impossible. The clinician is usually content to adopt an expectant attitude and await developments. When, however, as at Bethlem Hospital, such cases have to be demonstrated and made the subject of practical clinical instruction, not only is it impossible to evade the problem of diagnosis, but the clinician is forced to give it an unusual amount of attention. Practical experience shows that the diagnosis of cases of short duration, which have not yet settled down into chronic institutional grooves, is a most difficult matter, so difficult in fact that the physician is constantly being challenged to criticize the views he holds on mental disorders, and to vary the angle from which he regards them.
In the first place, he learns that the majority of descriptive pictures apply only to certain limited phases of the patient's illness. It is unusual, for example, for the original diagnosis of an early psychotic case to be confirmed at the end of twelve months, and the symptom-complex of most patients changes considerably in the course of their illness. Sometimes the change in the clinical picture represents a further development of the same morbid process. In dementing psychoses generally, the final dementia is a development of the primary psychosis. In some cases, however, we have to suppose the blending of two distinct entities in order to account for the variation in the clinical picture. Within the biogenic group of psychoses, Bleuler has made it clear that the question is often not to determine whether a patient belongs to the schizoid class and should be regarded as a dementia prscox, or whether he belongs to the syntonic class and is a manic-depressive psychotic, but to determine how much of his reaction is schizoid and how much syntonic. Hoch, in his work on the benign stupors, emphasizes the same relationship between the two groups of psychoses by concentrating his attention on the one-symptom complex of stupor.
The relations of the toxic confusional group to the biogenic group are extremely interesting. Very many acute psychotic reactions of the adolescent and involutional periods of life are biogenic in type but they manifest symptoms of toxic confusional psychosis at some time or another in their course. The hypothesis that the confusional state has been superimposed by the development of toxLemia is supported by the concomitant change in the physical state of the patient.
On the other hand most confusional psychoses, the tetiology of which is unquestionably toxic, present a clinical picture resembling in its general features a biogenic disorder. Confused patients often exhibit the alternation of excitement and Ju-Ps 1 [March 9, 1926. stupor that indicates a syntonic tendency, or simulate the schizoid disturbance appropriate to their age. An adolescent toxic patient, for instance, will be distinctly precox in his general demeanour. The morbid reactions of the general paralytic are a good illustration of this double symptomatology. The usual age at which the parenchymatous syphilitic disease develops is about 35, the age at which the biogenic disorder known as paraphrenia is also likely to appear. In clinical practice the paretic patient generally passes through a pre-psychotic stage and then enters upon a stage in which lhe undergoes an expansion of the personality, and develops delusions of grandeur and hallucinations. In this he strongly resembles the paraphrenic, who passes from a pre-psychotic stage of unrest-ideas of reference into a similar stage of expansion of the personality with compensating delusional developments and hallucinations.
Beyond this the comparison ceases, for the paraphrenic hardly ever dements so quickly as the general paralytic, whose cortex is being destroyed, and who may, in fact, die from some intercurrent physical illness before he dements at all.
Judgel solely from its mental symptoms, general paresis is a different disease at different periods of life. The congenital paretic is essentially a special type of mental defection, the adolescent paretic is a dementia pracox, while in later life the clinical syndrome is much like that of an involutional psychosis. An interesting adolescent case of general paralysis came under observation at Bethlem Hospital some few years ago. The patient had contracted syphilis as a boy of 15, and broke down at the age of 18 with what was at first thought to be a psychoneurosis. He was treated by psycho-analysis in a nursing home, but after some months his conduct became so disordered that he was placed under institutional care. He showed so little in the way of neurological signs that his real condition was not suspected for some time. Mentally he exhibited recurrent phases of excitement during which he evolved typical prTcox phantasies. He had gleaned a certain knowledge of evolution from his course of psycho-analysis, and lived the story again in phantasy. He played at being a fish, a bird, a dog, and so on. He had mannerisms of behaviour and the impulsiveness of the young adolescent psychotic. Eventually suspicion was aroused, and laboratory tests revealed the specific infection. Under anti-syphilitic treatment he recovered sufficiently to leave hospital and take up some form of occupation.
There are many other points of interest in the inter-relations of the psychoses, but since they are largely concerned with questions of differential diagnosis they hardly come within the scope of this paper. The writer proposes to consider the practical relationships between the psychoses and the group of disorders called the psychoneuroses. Necessity is the mother of invention, and the necessity must have been extreme which induced psychiatrists to draw a sharp line between these two groups. Personally, I would be sorry to have to produce a definition which would satisfactorily cover either and yet exclude the other. Various differences are alleged, such as for instance the possession of insight, but it would be no more arbitrary than most definitions, and certainly more practical, to label as psychoneuroses those disorders found outside mental hospitals and as psychoses those found within them.
The anxiety syndrome is, under certain circumstances, a normal mental reaction. The man who is struggling to make headway against strong competition would not be normal if he were not anxious. In times of stress we are all anxiety neurotics, save those who have not sufficient intellectual capacity to appreciate the true significance of their environmental situation, but no one would use the term " neurosis " to describe our mental reaction. It is obvious that the anxiety state is a psychosis if the word is to have any meaning at all. Anxiety is recognizably morbid and pathological if it appears and persists when the circumstances do not justify it, and the syndrome is very common in clinical practice. In a certain number of cases the state of anxiety constitutes the whole of the psychological disturbance, and we know Section of Psychiatry 29 that in many of these the reaction is due to some organic disturbance within the organism, the condition of exophthalmic goitre, for example. In other patients we assume that the condition is the result of biological stress. The point which the wvriter wishes to make is that only the milder cases, in which the patient is still able to control the outward expression of his emotional disturbance, fall within the limits of the conception of "psychoneurosis." Quite a number of anxiety patients lose their capacity for self-control and develop severer reactions with secondary delusions and hallucinations. A truer name for this condition is "acute, agitated melancholia." Again, a mild anxiety state may persist for some time and then be followed by a secondary depression not of the anxiety type, a response to the intolerable life situation in which the patient finds himself.
Apart, however, from cases in which the anxiety syndrome is the primary disturbance, it is sometimes found to be secondary to other psychotic disturbances. Almost any kind of psychological disorder has a phase in which the patient is confronted with difficulties new to him which he cannot understand, and, until he is too confused to think, or until he has effected an adequate rationalization, he may exhibit a morbid anxiety.
The writer has known the clinical picture even of the more definitely psychotic developments to be obscured by the development of the anxiety syndrome. Not uncommonly the paraphrenic or the involutional patient, disturbed by the distortion of his perceptive life, undergoes a serious anxiety state at the outset. A man of 40, who had been suffering with ideas of reference for about twelve months and had gone about his business feeling that he was being continually watched and followed, eventually broke down with an acute anxiety state. He was restless and tremulous, and presented all the symptoms of acute agitated melancholia. On being placed under institutional care-where he felt " safe,' as he put it himself-the whole syndrome cleared up in the course of about three months, but the underlying psychosis steadily gained ground and he eventually passed into the state of exaltation with rationalizations, which is characteristic of paraphrenia. The compulsion neurosis is a situation which contains many anxiety-producing factors, and few of its patients are free from anxiety. Many, in fact, suffer from anxiety in a marked degree, and the presence in one patient of both anxiety and compulsion state are apt to make diagnosis very difficult.
Psychasthenia, or the obsessional state, may be complicated by the anxiety syndrome, but what is not so generally recognized is that a case which persists for a long time tends to undergo a complete transformation. In the experience of the writer, the obsessional psychoneurosis has two possible mental sequelae. One of these is the development of a resistive depression, which may be regarded as the patient's reaction to his obsessional state. He finds his freedom of action gradually becoming more and more restricted, and this growing sense of limitation increases his depression until in the end he lies inert, antagonistic to any stimulus from the environment, and overcome by " black despair." A great number of cases of resistive melancholia would show a previous history of obsession if they were examined.
The second sequel is more interesting psychologically, because it illustrates the working of a compensatory mechanism of projection. It is not uncommon for the obsessional patient between the ages of thirty and forty to develop hallucinations. The subjective impulse becomes projected on to the environment and the result is a chronic hallucinatory psychosis. The patient retains his intellectual clarity and does not develop delusions, but, whereas he previously felt irresistible impulses arising from within, he now hears imperative commands. Instead of having to repeat obscene words to himself, he hears them shouted at him or sees them written up around him. The histories of chronic hallucinatory cases always reveal a preexisting obsessional state and, as in the obsessional case, the chronic ballucinated patient generally develops a resistive melancholia as his final psychological reaction.
Hysteria presents a difficult problem to the clinical psychiatrist. The hysterical syndrome is certainly a distinct entity, but whether it possesses the same significance as a disease process--as, for instance, the obsessional state-is verv doubtful. The tendency to react hysterically, in other words, to influence the social environment by an emotional display, or to rely upon incapacity as a method of evading social responsibility, is present in nearly everyone, and the more dependent a person is, the more liable is he to behave in this way. It is not surprising, therefore, that we find hysterical symptoms in the clinical picture of practically any disorder, physical or mental. The functional fringe which nearly always surrounds an organic nervous disorder is an example. Only cases of stupor, advanced cases of dementia, determined cases of catatonia or resistive attitudes, and the self-reliant paranoiac are completely innocent of any appeal for sympathy.
It seems absurd to attempt to diagnose between hysteria and dementia preecox or manic-depressive psychosis in most adolescent patients. Their behaviour is often manifestly hysterical at the outset, but as the deterioration of the schizoid psychosis gradually progresses under cover of the hysterical picture, and the alternating phases of the syntonic disorder run their course independently of the behaviouristic response, the real disorder gradually becomes apparent.
To label hysteria as a psychoneurosis and treat it as a miinor functional disturbance is to bury one's head in the sand. Even the pure hysteric, with no other trouble of any kind, can be as difficult to deal with as the most serious psychotic, as many physicians have found to their cost.
These few observations, based upon the practical work of clinical psychiatry, are put forward, as it were de profunizdis, to illustrate some of its difficulties. It is not surprising that our conceptions are difficult to apply. Clinical psychiatry is a manv-sided figure, which cannot be represented in a single picture. Many nosological conceptions are not related to each other in any way. The conception of the psychoneuroses has been developed from the point of view of organic neurology, that of the psychoses was invented by the psychologists, while that of the toxic psychoses is based on the principles of general clinical medicine. The investigations of Sir Frederick Mott have given us a definite pathological basis for our conception of dementia precox, and it is probable that the symptom complex is largely adventitious, just as the clinical syndrome of the general paralytic is in no wise related to the actual progress of the disease, except that the demientia goes hand in hand with the cortical degeneration. The appearance of a mental disturbance such as, for example, morbid anxiety, is a signal that somewhere there is a failure within the organism or in its relationship with its environment. It is our business to find the point of failure, to relieve the actual strain, and not to be satisfied that because we have discovered a syndrome we have done all that is required of us. [April 13, 1926 Cerebral Arterio-sclerosis. By G. W. B. JAMES, M.C., M.D.Lond., D.P.M.Lond. THE subject this evening is one of great and growing interest. I propose to place before you some of the features of the condition, illustrated, where possible, by a series of twenty cases, most of them being drawn from private institutional practice. All these twenty cases were non-specific; examinations of the blood and cerebrospinal fluid in all but two cases excluded syphilis as a causal agent. The two remaining cases may both be confidently accepted as being non-specific.
Sclerosis of the cerebral vessels may be a part of a general arterio-sclerosis, from causes which we shall discuss later. But cases occur in which the cerebral vessels appear to be the chief field of operation for the sclerotic process. AMany authorities [11 are agreed on this point; miost mental hospital physicians can recall
